Survey of dental clinic patients: Smoking and preferences for cessation support by Ford, Pauline et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Ford, Pauline, Tran, Peter, Cockburn, Nicole, Keen, Brittany, Kavanagh,
David J., & Gartner, Coral
(2016)
Survey of dental clinic patients: Smoking and preferences for cessation
support.
Australian Dental Journal, 61(2), pp. 219-226.
This file was downloaded from: https://eprints.qut.edu.au/91262/
c© Copyright 2016 Australian Dental Association
This is the peer reviewed version of the following article: Ford, P., Tran, P., Cockburn, N.,
Keen, B., Kavanagh, D. and Gartner, C. (2016), Survey of dental clinic patients: smoking
and preferences for cessation support. Australian Dental Journal, 61: 219–226, which
has been published in final form at http://dx.doi.org/10.1111/adj.12345. This article may
be used for non-commercial purposes in accordance with Wiley Terms and Conditions for
Self-Archiving.
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
https://doi.org/10.1111/adj.12345
A
cc
ep
te
d 
A
rt
ic
le
This article has been accepted for publication and undergone full peer review but has not 
been through the copyediting, typesetting, pagination and proofreading process, which may 
lead to differences between this version and the Version of Record. Please cite this article as 
doi: 10.1111/adj.12345 
This article is protected by copyright. All rights reserved. 
Article Type: Original Article 
 
Survey of dental clinic patients: Smoking and preferences for cessation support  
Running title: Dental Patients and Smoking Cessation 
 
Pauline Ford1*, Peter Tran1,2, Nicole Cockburn1, Brittany Keen2, David J. Kavanagh3, Coral 
Gartner2,4 
* Corresponding author 
1
 The University of Queensland, School of Dentistry 
Oral Health Centre, 288 Herston Rd, Qld 4006   
Telephone +61 7 336 58085  
Fax +61 7 336 58199  
email  p.ford@uq.edu.au 
2
 UQ Centre for Clinical Research 
The University of Queensland Building 71/918  
Royal Brisbane and Women's Hospital Site Herston Qld 4029 
3
 Institute of Health & Biomedical Innovation and School of Psychology & Counselling, 
Queensland University of Technology, 
60 Musk Ave, Kelvin Grove Qld 4059 
4
 School of Public Health 
The University of Queensland  
Herston Qld 4006 
 
A
cc
ep
te
d 
A
rt
ic
le
This article is protected by copyright. All rights reserved. 
Abstract 
Background: Smoking cessation interventions delivered by dental practitioners can be 
as effective as those delivered by general medical practitioners. However, concern that 
addressing smoking may cause offence to their patients is a reason cited by dental 
practitioners for not regularly addressing patient smoking behaviours, despite believing they 
should play a role in smoking cessation. This study aimed to elicit the smoking behaviour and 
smoking cessation preferences of dental patients to determine if these concerns accurately 
reflect patient attitudes.  
Methods: We surveyed 726 adult dental patients attending the University of 
Queensland’s School of Dentistry Dental Clinics, Brisbane Dental Hospital, and four private 
dental practices in South East Queensland. 
Results: Most (80%) current daily smokers had tried to quit smoking. Smokers and 
non-smokers both agreed that dentists should screen for smoking behaviour and are qualified 
to offer smoking cessation advice (99% and 96% respectively). Almost all participants (96%) 
said they would be comfortable with their dentist asking about their smoking and that if their 
smoking was affecting their oral health their dentist should advise them to quit. 
Conclusions: Patients are receptive to dental practitioners inquiring about smoking 
behaviour and offering advice on quitting. Smoking patients showed considerable motivation 
and interest in quitting smoking, particularly in the context of health problems related to 
smoking being identified. These results should encourage dentists to raise the issue with their 
patients.  
Key words: smoking cessation, tobacco, dental practitioners, dental patients, dental setting 
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Introduction 
Three quarters of Australian smokers attempted to change their smoking behaviours 
in 2013.1 Of those who attempted to quit, relapse was high, with only 23% remaining 
abstinent after a month.2  As health professionals, dental practitioners have a recognized 
responsibility to reduce their patients’ risk of tobacco-related disease. Dental practitioners 
(dentists, oral health therapists, dental hygienists, dental therapists) have the capacity to 
achieve abstinence rates similar to those provided by general medical practitioners when 
delivering smoking cessation interventions.3 However, cessation assistance is infrequently 
delivered in dental settings.4   
Smoking is an established risk factor for many adverse oral health outcomes including 
leukoplakia;5 chronic periodontitis;6 and impaired wound healing;6, 7 and for diseases with 
significant morbidity and mortality such as oral and oropharyngeal cancer.8, 9 Dental 
practitioners therefore see negative physical consequences of smoking, and have legitimate 
cause to engage in prevention of further impacts.  Furthermore, a variety of smoking 
cessation interventions exist, which are consistent with interventions or referral by dental 
practitioners.10 These include motivational interviewing and brief advice, as well as 
pharmacological methods such as nicotine-replacement therapy (NRT), bupropion (marketed 
as Zyban) and Varenicline (marketed as Champix).11 
Dental practitioners may be discouraged from offering to assist their patients to quit 
smoking due to a lack of confidence in their ability to provide quit support, instead relying on 
self-help materials or referrals to medical professionals or quitlines.12-14 Surveys of dental 
practitioners indicate many are interested in receiving further education and training to 
incorporate smoking cessation interventions into systematic routine dental care.13, 15, 16  While 
dental practitioners believe they have a role in promoting smoking cessation, a common 
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justification cited for lack of clinical participation is fear of disapproval from smoking 
patients.17 Cited issues include a lack of acceptance and understanding of dental practitioners’ 
role in smoking cessation, perceived invasion of privacy, and lack of motivation.4, 17, 18 
Furthermore, there is little incentive for practitioners to provide smoking interventions, and 
patients often do not recall or take action from self-help materials or quitline referrals.17 
Moreover, practitioners do not routinely receive in-depth training in smoking cessation 
techniques.  
This study aimed to elicit smoking behaviours, smoking-related health problems, 
motivations for quitting, history of quit attempts and cessation preferences of patients 
attending public, private and university dental clinics in South East Queensland.. Patients 
were sampled from these three different dental settings as variations in patient characteristics 
between types of dental clinics may have implications for the outcomes of interest. Results of 
this study were expected to inform future smoking cessation interventions in dental settings. 
Method 
Participants 
This survey was conducted from June 2013 to February 2014 in collaboration with the 
University of Queensland’s School of Dentistry Dental Clinics, Brisbane Dental Hospital (a 
free public dental service) and four private dental practices from the South East Queensland 
region. Participants attending for dental care at each clinic were invited to participate in the 
study. Reception staff were encouraged to hand an information sheet, consent form and 
questionnaire to all patients presenting for a new course of treatment. However, due to high 
patient numbers and limited staff resources, it was not possible to ensure that all patients were 
invited to participate. A research assistant periodically assisted with recruitment by 
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distributing the materials to patients in the waiting rooms of the university clinics and the 
public dental hospital. Potential participants were asked to place the survey (completed, or 
blank if they chose not to participate) in a collection box located in the reception area. A 
reply-paid addressed envelope was provided on request if participants wanted to complete the 
questionnaire at home. Collecting the completed and blank questionnaires allowed a response 
rate to be calculated easily from all patients who were invited to participate. 
Questionnaire 
The paper questionnaire (reproduced in Supplementary Materials) collected 
information regarding participant demographics, patient smoking status, mobile phone 
ownership, nicotine dependence level, past quit attempts including methods used, receptivity 
to being offered smoking cessation assistance in a dental setting, and willingness to use a 
range of smoking cessation methods. These methods included: cold turkey, gradual reduction, 
self-help information, peer support programs, nicotine replacement therapy, pharmacological 
intervention, medical referral, quitline referral, online interactive websites, smartphone 
applications, acupuncture, and hypnotherapy. Socio-economic status of participants was 
measured with Socio-Economic Index for Areas (SEIFA), a system developed by the 
Australian Bureau of Statistics that ranks areas according to relative socio-economic 
advantage and disadvantage.19  SEIFA was coded in deciles by postcode with 1 indicating the 
most disadvantaged 10% of postcodes and 10 the 10% of least disadvantaged postcodes.19 
The questionnaire was completed anonymously, although patients at the university and 
private clinics were also offered the opportunity to provide their contact details at the end if 
they were interested in being invited to participate in further research on the topic. 
 
 
A
cc
ep
te
d 
A
rt
ic
le
This article is protected by copyright. All rights reserved. 
Statistical Analysis 
Frequency distributions and cross tabulations by clinic type and quit method was 
calculated in SPSS Version 22.0 (IBM Corp, Armonk, United States of America).20 Pearson’s 
Chi-squared test or Fisher’s exact test was used to assess associations between smoking and 
quitting behaviours and participant characteristics. Since partially completed questionnaires 
were also included in the analysis, response rates vary by question. 
Ethics 
Human Research Ethics Approval was granted by the Behavioural and Social 
Sciences Ethical Review Committee of the University of Queensland, the Royal Brisbane and 
Women’s Hospital (HREC/13/QRBW/148) and by the Human Research Ethics Committee of 
Queensland University of Technology. 
Results 
Demographics 
Seven hundred and twenty-six participants took part in this anonymous survey. The 
overall response rate was 88%. Stratification of response rate by clinic type (public, 
university and private) revealed a response rate of 67 %, 92% and 89%, respectively. The 
mean age of participants was 46.2 (17.3 SD, Range 18-85) years, and more females 
participated than males (Table 1). 
The socio-economic distribution of participants is summarized in Table 1. The 
average SEIFA score for participants (determined by their residential postcode) was 7.2 (2.5 
SD). In the subgroups, the mean SEIFA ranged from 6.9 (2.7 SD) in the university clinic, 
through to 7.6 (2.6 SD) in the public clinic, to 8.0 (1.6 SD) in the private clinic. SEIFA scores 
from 8 to 10 (indicating high socioeconomic status) accounted for 60% of participants. 
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Average household annual income was less than $40,000 for 44% of participants, $40,000-
$79,000 for 31% and $80,000 or more for 25% of participants. A greater proportion of 
participants (39%) were pensioners or unemployed than were in full time employment (34%). 
92% of participants spoke English as their first language and 2% of participants identified as 
Aboriginal or Torres Strait Islander (Table 1). There was substantial missing data for the 
postcode and annual household income for participants (20.0% and 31.3% missing).  
As Table 1 shows, there were several significant differences between the clinic 
subgroups. More participants in the youngest age group (aged 18-40 years) attended the 
University clinics than the private and public clinics, while those from the private clinic were 
most likely to be from higher socioeconomic status postcodes, employed full-time, earning 
AUD 80K or more, a non-smoker, and living with non-smokers.  Participants from the public 
clinic were most likely to be single, living alone, unemployed, and to have five close friends 
or acquaintances who smoked. 
Smoking status 
Twenty two per cent (n=151) of participants identified as a current smoker (Table 1). 
Smokers had significantly more friends who were smokers than did non-smokers, and were 
more likely to live with others who smoked (Table 2). Significantly more Australian or New 
Zealand born dental patients (24%) smoked than those who were born overseas (10%). Of the 
smokers, the Fagerstrom Test for Nicotine Dependence identified 46% as having low 
dependence, while 39% and 15% had moderate and high nicotine dependence, respectively. 
General and Dental Health Status 
A majority of smokers (62%) were currently experiencing a general health problem 
self-attributed to smoking. The types of smoking-related general health problems identified 
were respiratory complications (77%), circulatory (38%), cardiac (23%) and other (14%) 
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problems. Oral health problems that were identified included discolored teeth (72%), bad 
breath (71%), reduced sense of taste (48%), bleeding gums (23%), gum disease (19%), loose 
teeth (9%) and others (12%). Of particular concern, 9% of smokers reported experiencing 
lesions or sores in the mouth. 
Quit Intentions and motivations 
Most current smokers (80%, n=116) had made an attempt to quit smoking. Ninety-
two percent were open to quitting smoking. There was a statistically significant difference 
between household income and quit intentions, whereby smokers from households from the 
lowest income bracket were more likely to lack an intention to quit (Supplementary Table 1). 
The most common motivators for smoking cessation were concerns about personal 
health (47%), finances (39%) and impacts on their family’s health (33%). Smokers who lived 
with non-smokers were more motivated to quit if they believed that smoking was putting 
their family’s health at risk (p < 0.05).  
Regarding cessation interventions delivered by a dental practitioner, almost half 
(47%) reported that they would be motivated to make a quit attempt if encouraged to do so by 
a dental practitioner (Table 3). One in three (33%) smokers and ex-smokers had used advice 
on quitting from a medical professional in the past but only around one in ten (11%) had 
previously used quit advice from a dental practitioner in making a quit attempt (Table 4). 
Promisingly, 64% of smokers and ex-smokers reported that they would consider using dental 
practitioner advice in a future quit attempt (Table 4). Just over half (57%) of smokers said 
they would consider quitting if their dental practitioner told them that smoking was affecting 
the health of  their gums. Fifty-four per cent stated they would consider quitting if smoking 
was causing a potential cancer, while 41% would quit if smoking was discolouring their teeth 
and 44% if it was causing problems with wound healing.  
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Previous and future quit attempts 
 The most common cessation methods previously used were ‘cold turkey’ (abrupt 
unassisted cessation)(84%) and gradual reduction (51%), while the least common were smart 
phone applications (4%) and other counseling (5%)(Table 4). There was little interest in 
technology-based smoking cessation interventions such as peer-support delivered online 
(27% ‘Yes’ or ‘Maybe’) or telephone (33%), smart phone apps (33%) or interactive websites 
(34%). On the other hand, participants commonly reported they were likely to attempt to quit 
‘cold turkey’ (81%), consult with a doctor (70%) or dental practitioner (64%), use nicotine 
replacement (54%) or other pharmacotherapy (45%). Non-evidenced-based options such as 
hypnotherapy (53%) and acupuncture (56%) were also common preferences (Table 4). 
Attitudes and perceived barriers regarding the role of dental practitioners in quitting smoking 
Across the whole sample, there was substantial agreement that dentists should feel 
free to screen their patients for smoking status (96%) and that they are qualified to offer 
advice about quitting smoking (79%)(Table 3). Only 9% of smokers said they would not 
appreciate advice from their dentist about quitting smoking, while 78% said they would be 
comfortable with their dentist asking about their smoking and the same amount agreed that if 
their smoking was affecting their oral health, their dentist should advise them to quit. A small 
proportion of smokers (18%) said they would be embarrassed and a similar proportion (17%) 
reported that they would probably not be honest about their smoking if asked about smoking 
by their dental practitioner. Only 12% said that dental practitioners should not ask about their 
smoking and just 9% would reportedly be annoyed if they did (Table 3).  
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Discussion 
An overwhelming majority of participants were receptive to dental practitioners 
asking about smoking, and most were also happy to have them offer practical help to quit. 
Compared to a 2003 study documenting that only 61% of Australian patients disagreed that 
they would change to another dentist if the dentist systematically screened for smoking at 
every visit,17 our findings suggest an improvement in patient recognition and acceptance of 
the dental practitioner’s role in smoking cessation in the past ten years. A more recent study 
of practitioners reported only 22.6% of oral health practitioners (OHP) believed that patients 
would be offended if they inquired about their smoking habits.14 Our observation that almost 
no participants would be offended by dental practitioners asking about smoking and offering 
cessation assistance should reassure dental practitioners and further encourage them to 
engage directly in helping their smoking patients to quit.  
Opportunities for delivering smoking cessation interventions are common in the 
dental setting, as a significant proportion of smokers currently report having a perceived 
smoking-related oral health problem. This presents a ‘teachable moment’,21 as personally 
recognizing disease or side-effects associated with smoking may be a key motivational 
trigger for behavioural change. More than half of the smokers in this sample (61.8%) 
recognized they were experiencing general health problems and 64.8% experienced oral 
health problems due to their smoking, including lesions or sores in their mouths caused by 
their smoking, which could indicate serious disease, such as oral cancer.22  
Dental practitioners have the opportunity to use some key principles of Motivational 
Interviewing to aid smokers in quitting. ‘Teachable moments’ have been recognised as a 
useful component of MI for initiating behaviour change. Changes in behaviours occur when a 
person finds a desire, ability, need or reason to change their behaviours.23 The findings from 
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this study found the most common motivations for patients to quit smoking were personal 
health concerns, financial reasons and family health concerns. Specifically, smokers who live 
with non-smokers were more motivated to quit than those who lived only with other smokers 
or alone. The perception that one’s smoking could put their family’s health at risk was an 
important motivator to quit among the current sample. In addition to ‘teachable moments’ 
related to evidence of adverse oral health outcomes, dental practitioners should continue to 
use other common motivators such as general health and financial concerns when advising 
their patients of the benefits of quitting smoking.  
As expected, the current study showed that smokers had significantly more friends 
who were smokers and were more likely to live with others who smoked. The influence of 
peers on smoking behaviours is well documented in previous research.24, 25 Peer-support 
programs delivered by former smokers may be a promising strategy to address this issue, 
particularly for smokers from disadvantaged backgrounds who may have fewer non-smokers 
in their social networks.26 However, few smokers in our survey were interested in 
participating in an online support group or in receiving support over the phone.   
 Popular methods of quitting smoking included cold turkey and gradual reduction. 
While a previous study found that dental practitioners preferred referring patients to websites 
and mobile phone apps for further smoking cessation assistance14, this survey of dental 
patients suggests that few patients are interested in these technology-based cessation 
methods. 
This study demonstrated that the demographic characteristics of dental patients varied 
widely across clinical contexts, largely due to the different funding models of the public, 
private, and university dental clinics.27 Dental services are funded by the individual in private 
practices and in university clinics (although fees are reduced), and by the government in 
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public dental clinics. Health behaviours that are associated with poor oral health such as 
smoking tend to be associated with lower socioeconomic status, and this factor is also a 
known determinant of oral and general health.28 Those at highest risk of poor oral and general 
health are more likely to smoke and are unlikely to be regular dental attendees, which reduces 
the opportunities for dental practitioners to assist these smokers to quit.29 In the current study, 
the public clinic attendees had the lowest socioeconomic status,  and were most likely to have 
several friends or acquaintances who smoked. Therefore, this dental setting may be an 
especially important one for smoking cessation advice.  
Our findings also have implications for the Australian dental workforce. Our results 
strongly support the need and acceptability of smoking cessation advice that is delivered by 
dental practitioners. Although the public dental system has significant budgetary constraints, 
oral health therapists, dental therapists and dental hygienists could be better utilized to deliver 
smoking cessation interventions while maintaining reduced costs.27 This work could include 
both routine delivery of brief interventions as well as systematic referral of patients for 
further advice and treatment.  Brief interventions such as the Five A’s approach to smoking 
cessation have been specifically designed and developed for delivery by a range of health 
practitioners including those in the dental profession.30 Interventions such as this are able to 
be delivered in less than ten minutes, and have been shown to increase abstinence rates by 1-
3% when compared to no treatment or treatment as usual.31, 32 With the majority of smoking 
patients in our survey indicating interest in accessing smoking cessation support from dental 
professionals in the future, there should also be further public promotion of the dental 
practitioner’s role in smoking cessation. Education and training on how to use NRT 
effectively should be provided to dental practitioners as many patients were interested in 
using NRT in a future smoking cessation attempt.      
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Limitations of this study include the small number of smokers who completed the 
questionnaire which may limit the generalizability of the findings.  Additionally, there was a 
significant over-representation of individuals from areas of higher socio-economic status 
which may be confounded by the inner city locations of the public and university clinics. 
There were some partially completed questionnaires, which may primarily have reflected the 
limited time available for completion in the waiting room before attending the appointment.  
We provided reply-paid addressed envelopes for participants who wanted to complete the 
questionnaire later, therefore our response rate may be an over-estimate as it does not include 
those who may have taken the questionnaire and not posted it back. However, most 
completed the questionnaire in the waiting room as very few envelopes were handed out. The 
location of the data collection (dental surgery waiting rooms) may also have influenced 
patients’ answers. However, the questionnaires were completed and returned anonymously to 
reduce potential for reporting bias. The original protocol was designed to enable smoking 
prevalence to be calculated at each clinic by inviting all patients to complete the 
questionnaire. However, one university clinic staff member for a brief period only invited 
patients thought to be smokers rather than inviting all patients. In consequence, the smoking 
prevalence data may not be generalizable to the whole clinic populations. 
 
Conclusion 
Patients are receptive to dental practitioners asking about smoking status and offering 
help to quit. There is also considerable motivation and interest in quitting smoking when 
health problems related to smoking are identified. As a result,  there may be substantial 
opportunity for dental practitioners to deliver behaviour change therapies for smoking 
cessation, such as Motivational Interviewing, or other brief interventions for smoking 
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patients. Moreover, given considerable patient interest in NRT, these results support dental 
education on how to use NRT effectively to train dental practitioners on how to assist their 
patients to use it correctly. 
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Table 1. Socio-demographics characteristics of participants according to clinic type. 
N=726 Public 
Clinic 
Universi
ty Clinic 
Private 
Clinic Total 
p-
value 
Total 
unanswere
d 
 N (%) N (%) N (%) N (%)  N (%) 
Age 18-40 24 
(34.3) 
205 
(46.6) 
44 
(30.1) 
273 
(41.6) 
0.002 70 (9.6)
41-60 21 
(30.0) 
135 
(30.7) 
54 
(37.0) 
210 
(32.0) 
 
61+ 25 
(35.7) 
100 
(22.7) 
48 
(32.9) 
173 
(26.4) 
Sex Male 26 
(37.1) 
202 
(45.3) 
71 
(49.3) 
299(45.3
) 
0.245 66 (9.1)
Female 44
(62.9) 
244
(54.7) 
73
(50.7) 
361(54.7
) 
SES index 
according 
to postcode 
(1 to 4) 10 
(14.9) 
94 
(21.4) 
6 (4.3) 110 
(17.0) 
<0.00
1 
80 (11.0)
(5 to 7) 14 
(21.0) 
97 
(22.1) 
39 
(28.1) 
150 
(23.2) 
(8 to 10) 43 
(64.2) 
249 
(56.6) 
94 
(67.6) 
386 
(59.8) 
Average 
household 
annual 
income 
<40k 46
(79.3) 
187
(47.0) 
25
(20.0) 
258
(44.4) 
<0.00
1 
145 (20.0)
40-79k 11
(19.0) 
132
(33.2) 
37
(29.6) 
180
(31.0) 
80k+ 1 (1.7) 79(19.8) 
63
(50.4) 
143
(24.6) 
Current 
employme
nt status 
Employed full 
time 3 (4.4) 
162 
(35.8) 
62 
(44.3) 
227 
(34.4) 
<0.00
1 
227 (31.3)
Employed 
part-
time/casual 
9 (13.2) 63 (13.9) 
29 
(20.7) 
101 
(15.3) 
Full time 
student 2 (2.9) 40 (8.8) 3 (2.1) 45 (6.8) 
Unemployed 18 
(26.5) 
55 
(12.2) 
14 
(10.0) 
87 
(13.2) 
Pension 23 
(33.8) 
112 
(24.8) 
32 
(22.9) 
167 
(25.3) 
Retired 10 
(14.7) 0 (0.0) 0 (0.0) 10 (1.5) 
Combination 
of above 3 (4.4) 20 (4.4) 0 (0.0) 23 (3.5) 
Marital 
status 
Single 40 
(59.7) 
179 
(39.3) 
41 
(28.3) 
260 
(38.9) 
<0.00
1 
58 (8.0)
Married/ de 
facto 
20 
(29.9) 
253 
(55.5) 
97 
(66.9) 
370 
(55.4) 
Other 7 (10.4) 24 (5.3) 7 (4.8) 38 (5.7) 
Education <Year 12 17 108 31 156 0.553 92 (12.7)
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(26.6) (25.1) (22.3) (24.6)
Completed 
Year 12 
18 
(28.1) 
84 
(19.5) 
25 
(18.0) 
127 
(20.0) 
Post school 
qualification 
15 
(23.4) 
111 
(25.8) 
41 
(29.5) 
167 
(26.3) 
 
Bachelor or 
higher 
14 
(21.9) 
128 
(29.7) 
42 
(30.2) 
184 
(29.0) 
Country of 
birth 
Australia/New 
Zealand 
49 
(70.0) 
322 
(72.0) 
124 
(84.9) 
495 
(74.7) 
0.188 63 (8.7)
Other 21 
(30.0) 
125 
(28.0) 
22 
(15.1) 
168 
(25.3) 
Identify as 
an 
Aboriginal 
or Torres 
Strait 
Islander 
person 
No 64
(95.5) 
437
(98.0) 
141
(99.3) 
642
(98.0) 
0.724 71 (9.8)
Yes 
3 (4.5) 9 (2.0) 1 (0.7) 13 (2.0) 
Primary 
language 
English 62 
(91.2) 
416 
(90.8) 
142 
(97.3) 
620 
(92.3) 
0.136 54 (7.4)
Other 
Language 3 (4.4) 22 (4.8) 1 (0.7) 26 (3.9) 
Combination 
English and 
other 
language 
3 (4.4) 20 (4.4) 3 (2.1) 26 (3.9) 
Second-
hand 
smoke 
exposure 
Live Alone 24 
(34.3) 
68 
(15.3) 
19 
(13.3) 
111 
(16.9) 
<0.00
1 
68 (9.4)
Live with 
others who 
smoke 
13 
(18.6) 43 (9.7) 6 (4.2) 62 (9.4) 
Live with 
both smokers 
and non-
smokers 
8 (11.4) 43 (9.7) 12 (8.4) 63 (9.6) 
Live with 
others who 
don't smoke 
25 
(35.7) 
291 
(65.4) 
106 
(74.1) 
422 
(64.1) 
Smoker 
status of 
five closest 
friends or 
acquaintan
ces in 
regular 
contact 
with 
0 24
(34.3) 
203
(45.7) 
76
(52.8) 
303
(46.1) 
0.003 68 (9.4)
1 15 
(21.4) 
87 
(19.6) 
31 
(21.5) 
133 
(20.2) 
2 7 (10.0) 58 (13.1) 
21 
(14.6) 
86 
(13.1) 
3 7 (10.0) 50 (11.3) 6 (4.2) 63 (9.6) 
4 6 (8.6) 13 (2.9) 3 (2.1) 22 (3.3) 
5 9 (12.9) 21 (4.7) 4 (2.8) 34 (5.2) 
A
cc
ep
te
d 
A
rt
ic
le
This article is protected by copyright. All rights reserved. 
Don't know 2 (2.9) 12 (2.7) 3 (2.1) 17 (2.6) 
Smoking 
status 
Current 
Smoker 
24 
(34.3) 
110 
(22.9) 
17 
(11.7) 
151 
(21.7) 
0.001 31 (4.3%) 
 
Non-Smoker 16 
(22.9) 
199 
(41.5) 
71 
(49.0) 
286 
(41.2) 
Ex-Smoker 30 
(42.9) 
171 
(35.6) 
57 
(39.3) 
258 
(37.1) 
 
 
 
Table 2. Social influences of participants by smoking status 
  
Do you smoke tobacco    
No Yes Total   
Total 
unanswered
n(%) n(%) n(%) 
p-
value 
n(%)
Which of the 
following 
best describes 
your 
household 
Live Alone 92 (17.7) 19 (14.3) 111 (17.0)
<0.001 64 (8.9) 
Live with 
others who 
smoke 
 36 (6.9) 26 (19.5) 62 (9.5)
Live with 
both smokers 
and non-
smokers 
31 (6.0) 32 (24.1) 63 (9.6)
Live with 
others who 
don't smoke 
361 
(69.4) 56 (42.1) 417 (63.9)
Of your five 
closest 
friends or 
acquaintances 
that you 
spend time 
with on a 
regular basis, 
how many of 
them are 
smokers 
0 288 
(55.3) 13 (9.8) 301 (46.1)
<0.001 64 (8.9) 
1 112 
(21.5) 21 (15.9) 133 (20.4)
2 62 (11.9) 23 (17.4) 85 (13.0)
3 35 (6.7) 27 (20.5) 62 (9.5)
4 4 (0.8) 18 (13.6) 22 (3.4)
5 8 (1.5) 26 (19.7) 34 (5.2)
Don't know 
12 (2.3) 4 (3.0) 16 (2.5)
Country of 
birth 
Australia/New 
Zealand 
376 
(71.5)
116 
(87.2) 492 (68.6)  58 (8.1) 
 
Other 150 
(28.5)  17 (12.8) 167 (23.3) <0.001 
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Table 3. Dental patients views on dental practitioners (DP) and smoking cessation 
  
Total
Strongly 
agree Agree Neutral Disagree 
Strongly 
disagree 
n n(%) n(%) n(%) n(%) n(%) 
As part of my dental care, 
my DP should feel free to 
ask me if I smoke 
711 484 (68.1) 197 (27.7) 22 (3.1) 6 (0.8) 2 (0.3)
My DP is qualified to offer 
advice regarding smoking 
behaviour 
688 303 (44.0) 239 (34.7) 122 (17.7) 17 (2.5) 7 (1.0)
I would appreciate my DP 
offering me practical help 
to stop smoking 
139 37 (26.6) 48 (34.5) 41 (29.5) 13 (9.4) 0 (0.0)
If my DP suggested that I 
quit smoking, I would try 
to 
139 27 (19.4) 38 (27.3) 58 (41.7) 13 (9.4) 3 (2.2)
If my smoking is affecting 
my oral health, my DP 
should advise me to quit 
139 51 (36.7) 58 (41.7) 24 (17.3) 5 (3.6) 1 (0.7)
I would be comfortable 
with my DP asking me 
about my smoking 
139 52 (37.4) 57 (41.0) 25 (18.0) 4 (2.9) 1 (0.7)
I would be embarrassed if 
my DP asked me how 
much I smoke 
140 11 (7.9) 14 (10.0) 40 (28.6) 46 (32.9) 29 (20.7)
How much I smoke is 
personal and confidential 
and my DP should not ask 
me about it 
140 5 (3.6) 12 (8.6) 37 (26.4) 51 (36.4) 35 (25.0)
I would be annoyed if my 
DP asked me how much I 
smoke 
140 4 (2.9) 9 (6.4) 32 (22.9) 60 (42.9) 35 (25.0)
If my DP asked me how 
much I smoke, I would 
probably not give an 
honest answer 
140 9 (6.4) 15 (10.7) 22 (15.7) 51 (36.4) 43 (30.7)
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Table 4. Previous and future interest in smoking cessation interventions 
  
  
 No Yes  Maybe 
   n(%)  n(%) n(%) 
Cold Turkey Used 52 (15.7) 280 (84.3) - Likely to use 36 (18.8) 106 (55.5) 49 (25.7) 
Gradual Decrease Used 126 (49.4) 129 (50.6) - Likely to use 54 (33.3) 59 (36.4) 49 (30.2) 
Print self help Used 202 (84.5) 37 (15.5) - 
Likely to use 90 (58.4) 20 (13) 44 (28.6) 
NRT Used 161 (64.1) 90 (35.9) - 
Likely to use 75 (46) 51 (31.3) 37 (22.7) 
Other stop smoking 
medicine 
Used 174 (71.6) 69 (28.4) - 
Likely to use 88 (55) 45 (28.1) 27 (16.9) 
Dental practitioner advice 
Used 222 (89.2) 27 (10.8) - 
Likely to use 59 (36) 36 (22) 69 (42.1) 
Consultation with a doctor Used 168 (66.7) 84 (33.3) - 
Likely to use 50 (29.8) 69 (41.1) 49 (29.2) 
Interactive website Used 237 (95.6) 11 (4.4) - 
Likely to use 107 (66) 13 (8) 42 (25.9) 
Online support group Used 236 (94.4) 14 (5.6) - 
Likely to use 117 (72.7) 12 (7.5) 32 (19.9) 
Smart phone app Used 238 (95.6) 11 (4.4) - 
Likely to use 106 (66.7) 17 (10.7) 36 (22.6) 
Quitline Used 213 (86.2) 34 (13.8) - 
Likely to use 90 (55.6) 23 (14.2) 49 (30.2) 
Face to face advice Used 218 (87.6) 31 (12.4) - 
Likely to use 92 (56.4) 30 (18.4) 41 (25.2) 
Support over the phone Used 232 (93.9) 15 (6.1) - 
Likely to use 110 (66.7) 20 (12.1) 35 (21.2) 
Acupuncture Used 230 (93.5) 16 (6.5) - 
Likely to use 73 (44) 48 (28.9) 45 (27.1) 
Hypnotherapy Used 226 (91.1) 22 (8.9) - 
Likely to use 78 (47.3) 43 (26.1) 44 (26.7) 
Counselling Used 231 (95.1) 12 (4.9) - 
Likely to use 94 (57.7) 24 (14.7) 45 (27.6) 
Other methods Used 121 (74.2) 42 (25.8) - 
Likely to use 55 (70.5) 14 (17.9) 9 (11.5) 
 
